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DESCRIPTION
A 62-year-old diabetic gentleman presented febrile, 38.9◦F, with an
infected, necrotic left leg. He had previously received 2 weeks of intra-
venous (IV) antibiotics for cellulitis. His leg was neurovascularly intact
with a history signiﬁcant only for a previous laceration to his leg, prior
to a crabbing excursion.
NEXT1. What is the differential diagnosis from Figure 1?
2. What is the differential diagnosis now from Figure 2?
3. What would be your initial therapy?
4. What is the deﬁnitive treatment of the wound?
NEXT BACKDISCUSSION
The initial differential diagnoses include a wide variety of conditions ranging
from a chemical burn or an ischemic ulcer to rarer causes such as necrotizing
fasciitis,purpurafulminans,pyodermagangrenosum,erythemainduratum,or
acute febrile neutrophilic dermatosis.
Figure2showspurulentandinfectedtissueandfasciatypicalofnecrotizing
fasciitis. In this case the patient had initially been diagnosed with a Vibro
bacteremia for which he had been treated with IV antibiotics for a period of
2 weeks. This had not adequately eradicated the infection.
When he was taken to the operating room for debridement of the necrotic
leftleg,extensivenecrotizingfasciitiswasdiscovered.Thepatientwastreated
with radical fascial excision and skin grafting.
Necrotizingfasciitisisarareinfectioncharacterizedbyawidespreadnecro-
sisofthesubcutaneoustissueandfascia.Itisusuallydescribedinthelay-press
as the product of a ﬂesh-eating bacteria. The bacteria tracks subcutaneously,
producingendo-andexotoxins,leadingtorapiddestructionofthesofttissue.1
This results in tissue ischemia and liquefactive necrosis with a mortality rate
of 25% to 35%.2
It can be subdivided into 3 basic microbial classiﬁcations.
Type 1 infections are the most common (55%-75%) and are polymicrobial,
usually caused by gram-positive cocci, gram-negative rods, and anaerobes.3
It is more commonly seen in the perineal and trunk areas and diagnosed more
often in immunocompromised patients.4
The second type is a monomicrobial infection, usually caused by group
A streptococcus (Streptococcus pyogenus). It can also be associated with
Staphylococcus aureus, producing a toxic shock syndrome. This form of
infectiontendstooccurinhealthy,young,nonimmunocompromisedpatients.5
The third and ﬁnal type is caused by Vibrio vulniﬁcus. This infection is
usually due to a minor laceration to the skin and exposure to warm seawater,6
as typiﬁed in our patient.
Aggressive treatment with a number of broad-spectrum IV antibiotics and
resuscitation to achieve ﬂuid, electrolyte, and hemodynamic stability should
be commenced as soon as possible. The antibiotic regimen will differ from
hospital to hospital, so it is best to consult your hospital’s infectious diseases
department. Cultures should be taken and sent as soon as possible to narrow
bacterial sensitivity. Antibiotic treatment, however, should not delay deﬁni-
tive treatment of the infection, which should be aggressive, serial surgical
debridement (Fig 2).
NEXT BACKNumerous studies have shown a correlation between mortality and the
timing and adequacy of the debridement.3,7 As in the case described, serial
debridements (every 24-48 hours) are required. Skin grafting with autograft is
a commonly used reconstructive measure if large areas of tissue are involved.
Other options for the reconstruction of less extensive tissue destruction would
include myocutaneous ﬂaps, regional ﬂaps, and even free ﬂaps.
Vibriovulniﬁcusshouldbeconsideredparticularlywhenthereisexposureof
thepatienttoseawater.Itisdestructiveanddifﬁculttotreat,requiringmultiple
IV antibiotics, commonly doxycycline, a third-generation cephalosporin, and
imipenem given at maximal dosage. It usually presents, after 1 day, with
swelling,pain,tenderness,ecchymoses,andblistering.Untreateditcanrapidly
lead to progressive necrotizing fasciitis, sepsis, and death.
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